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Blue Cross and Blue Shield 
Service Benefit Plan 
As Revised January 1, 1984 
A Government-wide Plan 
This booklet has been prepared by the Blue Cross and Blue 
Shield Association for the use of Service Benefit Plan 
subscribers. It contains a complete description of 1984 
benefits. 
This is not an official OPM brochure. 
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& • Blue Cross. T, ~ Blue Shield® 
The Blue Cross and Blue Shield Association, on behalf of Blue 
Cross and Blue Shield Plans, has entered into Contract No. CS 
1039 with the Office of Personnel Management (OPM) pursuant 
to which the Blue Cross and Blue Shield Plans have agreed to 
provide the Government-wide Service Benefit Plan authorized by 
the Federal Employees Health Benefits law. The official statement 
of benefits, exclusions, limitations and maximums ("benefits") 
under the Government-wide Service Benefit Plan for 1984 is con-
tained in the 1983 brochure (SRI 41-25) as revised by an adden-
dum effective January 1, 1984. OPM has not published a revised 
brochure for 1984. 
For the convenience of the Service Benefit Plan subscribers, the 
Blue Cross and Blue Shield Association has published this booklet 
which incorporates the 1984 changes into the text of the 1983 
brochure and is an accurate statement of the 1984 benefits. This 
booklet describes benefits that are available only for 1984; a 
subscriber will not have a vested right to receive the 1984 benefits 
in 1985 or later years, and does not have a vested right to benefits 
available prior to 1984 if those benefits are not contained in this 
booklet . The statement of benefits in this booklet cannot be 
modified by oral statements of Blue Cross or Blue Shield 
representatives. 
REVIEW OF CLAIMS 
If you have questions about claim payments and claim process-
ing, please contact the local Blue Cross and Blue Shield Plan. 
At anytime during the review process, either you or your physician 
may submit additional records. If a claim is denied, the Blue Cross 
and Blue Shield Plan which denied the claim will reconsider its 
denial on receipt of a written request within one year of the denial. 
The written request should state, in terms of applicable brochure 
provisions, the reasons you believe the claim should be paid. The 
Plan must respond within 30 days unless it requests additional 
information needed to make a decision. 
If the Plan affirms its denial or fails to respond to a written request, 
you may ask the Office of Personnel Management to determine 
if the denial complies with the provisions of the brochure (SRI 
41-25). This written request must be made within 90 days after 
the Plan has affirmed its denial. Include with your request a copy 
of your letter to the Plan and copies of any correspondence from 
the Plan regarding its denial. The Office of Personnel Manage-
ment will notify you and the Plan of its decision within 30 days 
after it receives all the evidence it needs to complete the review. 
If you should decide to seek court review of a claim denial , you 
must file suit no later than December 31 of the third year after 
the year in which the care or service was provided. 
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SUMMARY OF BENEFITS 
Do not rely on this chart a/one.-Read the complete booklet to learn what benefits are payable for specific expenses. 
All items below with an asterisk (*) are subject to the calendar year deductible. 
BENEFIT FEATURES HIGH OPTION PAYS STANDARD OPTION PAYS 
Hospital Inpatient 100% for unlimited days 100% for 180 days; then 75%* $50 per admission deductible $100 per admission deductible 
Outpatient Accidental Injury 100% for hospital and physician 100%* for hospital and physician 
Care Benefit services within 72 hours services within 72 hours 
Hospital Outpatient Surgery 100% 75%* 
Home Health Care 100% None 
Diagnostic and preventive services, 
Dental Benefits None fillings and extractions at fee schedule 
allowances 
Physician Surgical-Medical Services 80% 75%* 
Other Medical Services-physician's 
office visits, prescription drugs, dur- 80%* 75%* 
able medical equipment, ambulance, 
etc. 
Calendar Year Deductible $200 $250 
Catastrophic Protection Benefit 100% when coinsurance and $50 per 100% when coinsurance and $100 per admission deductibles reach $1 ,500 admission deductibles reach $2,500 
Special benefits for inpatient and out- Special benefits for inpatient and out-
Mental Illness Benefits patient care up to $75,000 per person patient care up to $50,000 per person 


















Basic Hospital Inpatient Benefits 
Subject to the exclusions, limitations, and definitions in this booklet, each subscriber is entitled to the following services when 
medically necessary and when furnished by a hospital and billed for as a regular hospital service. 
High Option 
Unlimited days 
$50 per admission deductible 
The per admission deductible is covered under Supplemental Benefits as part of the High Option Catastrophic Protection Benefit-
See page 15. · 
IF YOU HAVE MEDICARE PART A-The per admission deductible does not apply when Medicare is the primary carrier. 
Covered Room and Board 
• Semiprivate accommodations 
• Intensive care units 
• Private room when the patient's isolation is required by law, 
or the Carrier determines that isolation is medically 
necessary to prevent contagion 
Covered Hospital Services 
Services such as the following are covered when furnished by a hospital for treatment in the hospital. 
• Operating, recovery, and other treatment rooms 
• Drugs 
• X-ray, laboratory and pathological services and machine 
diagnostic tests 
• Dressings, splints, plaster casts 
• Anesthetics and anesthesia service 
• Administration of blood and blood plasma but not the blood 
or plasma itself 
• Preadmission testing recognized as part of the hospital ad-
missions procedures 
See pages 14 and 16 for hospital inpatient benefits for the treatment of mental illness. 
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High Option 
Basic Hospital Inpatient Benefits-Continued 
HOW HOSPITAL INPATIENT BENEFITS ARE PAID 
AHER THE INPATIENT DEDUCTIBLE 
In Member Hospitals-
The Plan pays in full for Covered Room and Board and Covered 
Hospital Services. 
In noncovered private accommodations and in other noncovered 
accommodations, the Plan pays the member hospital's average 
daily rate for semiprivate accommodations which is determined 
by the Carrier in accordance with the practice of the local Plan . 
Covered Hospital Services are paid in full. 
In Nonmember Hospitals-
The Plan pays 70% of the charges for Covered Room and Board 
and Covered Hospital Services in hospitals located in the United 
States, Puerto Rico, or Canada. The remaining 30% is not 
covered by Supplemental Benefits. 
In all other countries, the Plan pays in full the hospital's charges 
for Covered Room and Board and Covered Hospital Services. 
In U.S. Public Health Service and Armed Forces Hospitals, the 
Plan pays in full the per diem charge for Covered Room and 
Board and Covered Hospital Services. 
6 
HOSPITALIZATION FOR DENTAL WORK 
The Plan pays for Covered Room and Board and Covered 
Hospital Services for hospitalization in connection with dental 
procedures only when a nondental physical impairment exists 
which makes hospitalization necessary to safeguard the health 
of the patient. 
High Option 
Basic Hospital Outpatient 
Surgical Benefits 
Subject to the exclusions, limitations, and definitions in this 
booklet, each subscriber is entitled to the following services 
when medically necessary and when furnished by a hospital and 
billed for as a regular hospital service or when furnished and 
billed for by a freestanding ambulatory facility which meets the 
criteria established by the Carrier. 
For the following covered services, the Plan pays in full in 
member hospitals, or in hospitals located outside the United 
States, Puerto Rico, or Canada, or in approved freestanding am-
bulatory facilities (see page 32) and 70% in nonmember hospitals 
or freestanding ambulatory facilities which meet the criteria. The 
remaining 30% is not covered by Supplemental Benefits. 
• Covered Hospital Services in connection with covered outpa-
tient surgery and oral surgery 
• Related X-ray, laboratory and pathological services and 
machine diagnostic tests on the same day as the covered 
surgical services 
• Cast and suture removal • Treatment of burns 
• Hospital suppl ies for hemophilia home care 
High Option 
Basic Outpatient Accidental 
Injury Care Benefits 
Subject to the exclusions, limitations, and definitions in this 
booklet, each subscriber is entitled to the following outpatient 
services when medically necessary. 
The Plan pays 100% (UCR) for the following covered services 
and supplies in connection with and within 72 hours after acci-
dental bodily injury. 
• Covered Hospital Services in member and nonmember 
hospitals, including X-ray, laboratory and pathological services 
and machine diagnostic tests 
• Physician charges in the office or outpatient department of 
the hospital, including X-ray, laboratory and pathological 
services and machine diagnostic tests. Participating physicians 
have a written agreement to accept the 100% UCR payment 




Basic Home Health Care Benefits 
Subject to the exclusions, limitations, and definitions in this booklet, each subscriber is entitled to medically necessary home 
health care benefits following a covered hospital admission. 
Covered Home Health Care Services stated below are provided for patients who require medical care at home if (1) the home health 
care program is coordinated by the hospital , (2) the services rendered are billed for by a home health provider organization (such 
as the hospital or a visiting nurse association) which has a written agreement with the local Blue Cross Plan to provide home health 
care services, and (3) the first home health care visit begins within 3 days after discharge from the hospital. 
In full for up to 90 days following a covered hospital 
admission 
COVERED HOME HEALTH CARE SERVICES 
• Nursing care such as dressing changes, injections, and 
monitoring of vital signs 
• Physical therapy 
• Respiratory or inhalation therapy 
• Home vis its by the attending physician 
(These are paid as Basic Surg ical-Medical Benefits-
see page 11) 
• Prescription drugs 
• Medical supplies which serve a specific therapeutic or 
diagnostic purpose 
• Other medically necessary services or supplies that would 
have been provided by a hospital if the subscriber were still 
hospitalized 
Services Not Covered 























Basic Surgical-Medical Benefits 
Subject to the exclusions, limitations, and definitions in this booklet, each subscriber is entitled to benefits for the following 
services when the Carrier finds them medically necessary and when provided, or ordered, and billed for by a physician. 
High Option 
80% UCR 
The 20% coinsurance on Basic Surgical-Medical Benefits applies toward the High Option Catastrophic Protection Benefit-
See page 15. 
IF YOU HAVE MEDICARE PART B-AII of your covered Basic Surgical-Medical expenses are paid up to 100% of usual, customary 
and reasonable charges (or up to the scheduled allowances in Special Areas-see page 13) when Medicare is the primary carrier. 
COVERED SURGICAL SERVICES (see page 10), Including but not limited to: 
• Surgery • Treatment of burns 
• Oral surgery • Maternity care 
COVERED MEDICAL SERVICES (see page 11), Including but not limited to: 
• lnhospital physician care • Newborn care 
• Concurrent physician care • Physician home visits when receiving Basic Home Health 
Care 
See pages 14 and 16 for inpatient physician care benefits for the treatment of mental illness. 
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High Option 
Basic Surgical-Medical Benefits-Continued 
COVERED SURGICAL SERVICES, consisting of the following either in or out of a hospital: 
Surgery-Operative or cutting procedures, including treatment 
of fractures and dislocations, surgical sterilization, and normal 
pre- and post-operative care by the operating physician. 
Surgical assistance by a physician if required by the complexity 
of the surgical procedure. 
Diagnostic procedures such as endoscopies and biopsies. 
Maternity care-The care of pregnancy by a physician (including 
related conditions) and resulting childbirth or miscarriage. Ser-
vices of a licensed or certified nurse midwife are covered for pre-
and post-partum care and delivery. 
Benefits are available under self only enrollments and for family 
members under self and family contracts. 
Hospital bassinet or nursery charges for healthy newborns for 
days in which both the mother and newborn are confined in the 
hospital are expenses of the mother and not expenses of the 
child . When a newborn requires definitive treatment, or evalua-
tion for medical or surgical reasons, during or after the mother's 
confinement, the newborn is considered a patient in its own right. 
Expenses of the newborn, including circumcision, or incubation 
charges by reason of prematurity, are eligible for benefits only 
if the child is covered by a family enrollment. 
Treatment of burns. 
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Surgical_ correction of congenital anomalies-See page 32. 
Removal of casts or sutures-When unusual circumstances re-
quire removal by a physician other than the one who applied 
them, the Carrier may determine that a separate allowance is 
payable. 
Oral · surgery-Limited to the following nondental surgical 
procedures: 
• Excision of tumors and cysts of the jaws, cheeks, lips, tongue, 
roof and floor of mouth when pathological examination is 
required 
• Surgery needed to correct accidental injuries to jaws, cheeks, 
lips, tongue, roof and floor of mouth when the injuries occurred 
while covered by a Federal Employees Health Benefits plan 
• Excision of exostoses of jaws and hard palate 
• External incision and drainage of cellulitis 
• Incision of accessory sinuses, salivary glands or ducts 
• Reduction of dislocations and excision of temporomandibular 
joints 
• Removal of impacted teeth 
Dental and oral surgical procedures involving orthodontic care, 
the teeth, periodontal disease, or preparing the mouth for the 
fitting or the continued use of dentures are not covered under 






















Basic Surgical-Medical Benefits-Continued 
COVERED MEDICAL SERVICES 
INPATIENT MEDICAL SERVICES consisting of the following, 
when rendered during a hospital admission or part of an admis-
sion covered by Basic Hospital Benefits: 
lnhospital physician care, Including Intensive physician 
care-By the attending physician for treatment of a condition 
other than that for which surgical or maternity care is required. 
Consultations-Requested by the attending physician (routine 
radiological and staff consultations required by hospital rules and 
regulations are not covered). Benefits during any one hospital 
admission are limited to one consultation per physician. 
Concurrent physician care-For one physician per day other 
than the attending physician for a condition not related to the 
primary diagnosis or if required by the medical complexity of the 
patient's condition, for days covered by Basic Hospital Benefits. 
Services of a nurse anesthetist-Who is not employed by the 
hospital and who bills for services provided, are covered if no 
hospital-employed or physician anesthesiologist is available. 
Physical therapy-Provided by a physician other than the attend-
ing physician. 
OTHER MEDICAL SERVICES, consisting of the following are 
covered wherever they are performed: 
Anesthesia service when requested by the attending physi-
cian and performed by a physician, other than the operating 
physician or the assistant, for Covered Surgical Services. 
X-ray, laboratory and pathological services and machine 
diagnostic tests including those laboratory and pathological 
services provided and billed for by an independent laboratory 
that is licensed under State law or, where no licensing require-
ment exists, meets the Carrier's standards. Allergy tests and 




Electroshock therapy and related anesthesia. 
Chemotherapy for cancer, but not by oral administration. 
Newborn care-The first routine examination of a newborn 
covered by a family enrollment. 
Physician home visits when receiving covered Basic Home 
Health Care-See page 8. 
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High Option 
Basic Surgical-Medical Benefits-Continued 
HOW HIGH OPTION BENEFITS ARE PAID 
Local Plans compile usual, customary and reasonable (UCR) fee 
data (see page 34). Except in Special Areas, the Blue Shield Plan 
pays a percentage of an amount which in general is equal to 
the physician's usual charge, but does not exceed amounts 
customarily charged by other physicians with comparable pro-
fessional qualifications practicing in the same area, for the same 
service. If the local Plan determines that unusual circumstances 
make a higher charge "reasonable," it may base the payment 
on an amount higher than the "customary" charge, but not higher 
than the actual charge. 
Except in Puerto Rico (see page 13), the Blue Shield Plan pays 
80% of the physician's usual, customary and reasonable 
charges, for covered services listed on pages 10 and 11. 
Participating Physicians 
A Participating Physician is one who, at the time a Covered 
Surgical-Medical Service is rendered, has a written agreement 
with the local Blue Shield Plan. The Plan's payment is made to 
the physician. Any balance above the usual, customary and 
reasonable allowance (100% UCR) billed by a Participating Phy-
sician for Covered Surgical-Medical Services in the following 
areas without asterisks should be brought to the attention of the 
local Plan. In the following areas with asterisks, the Participating 
Physician can collect the difference between the Blue Shield 
Plan's payment and the physician's charge. Only the difference 
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between the Blue Shield Plan's payment and 100% UCR is 
covered under the High Option Catastrophic Protection Benefit 



































































Basic Surgical-Medical Benefits-Continued 
HOW HIGH OPTION BENEFITS ARE PAID-Continued 
Nonparticipating Physicians 
In the following areas, there are no Blue Shield Participating 
Physicians for the purposes of this Plan. For Covered Surgical-
Medical Services provided by physicians in these areas, and for 
Covered Surgical-Medical Services provided by physicians in the 
preceding areas who are not Blue Shield Participating Physi-
cians, the physician may, but is not obligated to, accept the usual, 
customary and reasonable allowance as full payment. Payment 
is made to the physician or to the subscriber, at the local Plan's 
option. Blue Shield Plans will, through medical review and ad-
judication procedures, encourage physicians to accept the local 
Plan's 100% UCR allowance as full payment. Only the difference 
between the Blue Shield Plan's payment and 1000/o UCR is 
covered under the High Option Catastrophic Protection Benefit 











Virginia (Scott County) 
Washington (Jefferson, 
Kitsap, Mason and 
Yakima Counties)-and 
counties served by the 
King County Plan pre-





In the following areas, payment for Covered Surgical-Medical 
Services is made according to special arrangements described 
below. 
Puerto Rico-The Plan pays 80% of scheduled allowances for 
covered services listed on pages 10 and 11. Any difference be-
tween the Plan's allowance and the usual , customary and 
reasonable charge for the service is covered by Supplemental 
Benefits. 
Areas Outside the United States and Puerto Rico 
The Washington, D.C., Plan processes overseas claims, and pays 
the subscriber based on the usual, customary and reasonable 
charges by physicians in the Washington, D.C. area. Only the 
difference between the Plan's payment and 100% UCR is 
covered under the High Option Catastrophic Protection Benefit 




Subject to the exclusions, limitations, and definitions in this booklet, each subscriber is entitled to Supplemental Benefits for 
usual, customary and reasonable charges for medically necessary covered services and supplies in or out of a hospital prescribed 
or ordered by a physician and when billed for by a physician, hospital, or other provider whose services are covered by this Plan. 
Supplemental Benefits do not apply to the extent that benefits are provided under Basic Benefits. The Supplemental covered ser-
vices and supplies listed on pages 16 and 17, are subject to the applicable deductibles, coinsurances, and lifetime maximum discuss-
ed below: 
High Option 
80% of covered charges (70% for outpatient treatment of mental illness) 
$50 per admission deductible on inpatient hospital admissions for the treatment of mental illness 
$200 calendar year deductible per person* 
No lifetjme dollar maximum except $75,000 per person for the treatment of mental illness, inpatient and outpatient combined 
CALENDAR YEAR DEDUCTIBLE-The amount of covered ex-
pense each subscriber must incur each calendar year before 
the Plan pays Supplemental Benefits. 
*Under a family enrollment, only two family members must meet 
their calendar year deductibles during the year. 
PER ADMISSION DEDUCTIBLE-The amount you must pay for 
each separate mental illness admission before the Plan pays 
80% of covered charges. 
COINSURANCE-Your or your family's share of Supplemental 
expenses (20% and 30%) after meeting the applicable 
deductibles. 
IF YOU HAVE MEDICARE PART A-You do not have to meet this Plan's per admission deductible and all of your hospital inpatient 
mental illness care expenses are paid at 100% when Medicare is the primary carrier. 
IF YOU HAVE MEDICARE PART 8-You do not have to meet this Plan's calendar year deductible and all of your expenses subject 







CATASTROPHIC PROTECTION BENEFITS 
HIGH OPTION CATASTROPHIC PROTECTION BENEFIT -Benefits with 20% coinsurance are paid at 100% for covered expenses 
in a calendar year after all deductibles are met and your and your family 's share (coinsurance) of covered Surgical-Medical and Sup-
plemental expenses incurred in that year reaches $1 ,500 including the per admission deductible as discussed on page 5. Expenses 
for the treatment of mental illness are not included in the High Option Catastrophic Protection Benefit. 
INPATIENT MENTAL ILLNESS CATASTROPHIC PROTECTION BENEFIT-Benefits are paid at 100%, on a per person basis, 
for covered services for the inpatient treatment of mental illness in a calendar year up to your lifetime maximum after the calendar 
year deductible is met and your share (coinsurance) of covered inpatient hospital services (including the per admission deductible) 




COVERED SERVICES AND SUPPLIES 
• Physicians' office and home visits 
• Physicians' consultations, concurrent care, and second surgical 
opinions 
• Covered Hospital Services and Covered Room and Board for 
inpatient mental illness care, limited to the hospital's average 
semiprivate rate, not to exceed the average semiprivate rate 
charged by similar institutions in the same area. This benefit 
is not subject to the calendar year deductible 
• Inpatient physician care for the treatment of mental illness 
• Hospital outpatient medical visits 
• Medical visits in connection with medical emergencies in the 
outpatient department of the hospital or physician's office 
• X-ray, laboratory and pathological services and machine 
diagnostic tests rendered by the outpatient department of the 
hospital , and not covered as related to outpatient surgery or 
outpatient accidental injury care 
• Radiation therapy, chemotherapy for cancer, rabies shots and 
electroshock therapy rendered by the outpatient department 
of the hospital 
• Renal dialysis rendered by the outpatient department of the 
hospital or approved freestanding ambulatory facility-See 
page 32 
• Oxygen and equipment for its administration 
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• Blood transfusions, including the cost of blood and blood 
plasma except when donated or replaced, and blood plasma 
expanders 
• Professional ambulance service to or from the nearest hospital 
which is equipped to handle the patient's condition in connec-
tion with covered inpatient care; during covered home health 
care or, when related to, and within 72 hours after, accidental 
bodily injury or medical emergency 
• Physical therapy rendered by a licensed professional physical 
therapist 
• Ostomy and catheter supplies and hypodermic syringes 
• Orthopedic braces and (excluding shoes or related corrective 
devices) prosthetic appliances including replacement, repair 
and adjustment, and one bra designed for use with an exter-
nal breast prosthesis. See page 34 for definition of prosthetic 
appliances 
• Rental by the subscriber or, at the Carrier's option, purchase, 
if it will be less expensive, of durable medical equipment (see 
page 32) including replacement, repair and adjustment of pur-
chased equipment 
• Allergy tests and injections 
• Drugs which by a Federal law of the United States require a 
physician's prescription ; and insulin 















COVERED SERVICES AND SUPPLIES-Continued 
• Services, supplies, or appliances for dental care or treatment 
required as a result of, and directly related to, accidental bodily 
injury occurring while the subscriber was covered by a Federal 
Employees Health Benefits plan 
• One set of eyeglasses or contact lenses (and replacements 
because of a change in prescription) required as a result of, 
and directly related to, intraocular surgery or ocular injury 
• Outpatient visits for the treatment of mental illness, up to 50 
visits per person per calendar year, for: 
Day-night hospital services 
Therapy (individual or group) not exceeding 2 hours per day, 
and collateral visits (see page 32) with members of the patient's 
immediate family, provided by a physician, clinical 
psychologist, psychiatric nurse, or psychiatric social worker 
Services rendered by a psychiatric nurse or psychiatric social 
worker are covered only if: 
A physician (M.D. or D.0.) requested the services and refer-
red the patient, and the care rendered was under the super-
vision and direction of a physician (M.D. or 0.0.) who saw 
the patient or had written or personal consultation with the 
psychiatric nurse or psychiatric social worker at least once 
every 90 days during the course of treatment, and the 
supervising physician (M .D. or D.O.) saw the patient at least 
once every twelve months during the course of treatment 
Mental illness visits not covered for: 
Marital, family, or other counseling or training services 
Services rendered or billed for by a school or halfway house 
or a member of its staff 
Psychoanalysis or psychotherapy credited toward earning 
a degree or furtherance of education or training regardless 
of diagnosis or symptoms that may be present 
• Home nursing care for up to 2 hours per day by a registered 
nurse (A.N.) or licensed practical nurse (L.P.N.) when the care 
is ordered by the attending physician for up to 50 visits per 
person per calendar year 
Home nursing care is not covered when: 
Requested by, or for the convenience of, the patient or the 
patient's family 
It consists primarily of bathing, feeding, exercising, 
homemaking, moving the patient, giving medication , or ac-
ting as a companion or sitter 
The nurse is an immediate relative or member of the 
household of the subscriber 
17 
Standard Option 
Basic Hospital Inpatient Benefits 
Subject to the exclusions, limitations, and definitions in this booklet, each subscriber is entitled to the following services when 
medically necessary and when furnished by a hospital and billed for as a regular hospital service. 
Standard Option 
180 days per calendar year 
$100 per admission deductible 
The per admission deductible is covered under Supplemental Benefits as part of the Standard Option Catastrophic Protection 
Benefit-See page 22. 
IF YOU HAVE MEDICARE PART A-The per admission deductible does not apply when Medicare is the primary carrier. 
• Semiprivate accommodations 
• Intensive care units 
Covered Room and Board 
• Private room when the patient's isolation is required by law, 
or the Carrier determines that isolation is medically 
necessary to prevent contagion 
Covered Hospital Services 
Services such as the following are covered when furnished by a hospital for treatment in the hospital. 
• Operating, recovery, and other treatment rooms 
• Drugs 
• X-ray, laboratory and pathological services and machine 
diagnostic tests 
• Dressings, splints, plaster casts 
• Anesthetics and anesthesia service 
• Administration of blood and blood plasma but not the blood 
or plasma itself 
• Preadmission testing recognized as part of the hospital ad-
missions procedures 






Basic Hospital Inpatient Benefits-Continued 
HOW HOSPITAL INPATIENT BENEFITS ARE PAID 
AFTER THE INPATIENT DEDUCTIBLE 
In Member Hospitals-
The Plan pays in full for Covered Room and Board and Covered 
Hospital Services. 
In noncovered private accommodations and in other noncovered 
accommodations, the Plan pays the member hospital 's average 
daily rate for semiprivate accommodations which is determined 
by the Carrier in accordance with the practice of the local Plan. 
Covered Hospital Services are paid in full. 
In Nonmember Hospitals-
The Plan pays 70% of the charges for Covered Room and Board 
and Covered Hospital Services in hospitals located in the United 
States, Puerto Rico, or Canada. The remaining 30% is not 
covered by Supplemental Benefits. 
In all other countries, the Plan pays in full the hospital's charges 
for Covered Room and Board and Covered Hospital Services. 
In U.S. Public Health Service and Armed Forces Hospitals, the 
Plan pays in full the per diem charge for Covered Room and 
Board and Covered Hospital Charges. 
HOSPITALIZATION FOR DENTAL WORK 
The Plan pays for Covered Room and Board and Covered 
Hospital Services for hospitalization in connection with dental 
procedures only when a nondental physical impairment exists 
which makes hospitalization necessary to safeguard the health 




Subject to the exclusions, limitations, and definitions in this booklet, the Plan will pay actual charges up to the amount specified 
in the Schedule of Dental Allowances for the following covered dental procedures. 
SCHEDULE OF DENTAL ALLOWANCES- Dental Prophylaxis 
Clinical Oral Examinations Adult . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $13.25 
Initial oral examination . ......... . ..... ... .. . .. . $ 8.00 Children . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.50 
Periodic oral examination . . . . . . . . . . . . . . . . . . . . . . . 6.75 
Emergency oral examination . . . . . . . . . . . . . . . . . . . . . 8.00 
Radiographs 
lntraoral complete . . . .... . . . . ... . .. . ...... . ... . 
lntraoral periapical-single, first film . ... ..... . . . ... . 
lntraoral periapical-each , additional film .... .. .... . 
lntraoral-occlusal film .. . . . . . .. ... .. . . . .. . .. . .. . 
Extraoral-single film .... .. .. .. . ... .... .. . ..... . . 
Extraoral-each additional film . . ... . ..... ...... .. . 
Bitewing-single film . ... .. .. . . . .. . .. ..... . .. .. . . 
Bitewings-two films .... . .. . .. ... . . . .. .... . .. .. . 
Bitewings-three films . ... ... . ... .. . . . ...... . .. . . 
Bitewings-four films . ... ... . . .. ...... .. ... . . . . . . 











film . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26.50 
Panoramic-maxilla and mandible film . . . . . . . . . . . . . 21 .25 
Tests and Laboratory Examinations 
Pulp vitality tests . . . . .... .. . .. . .. . ... .. . .. . .. . . $ 4.75 
Palliative Treatment 
Palliative (emergency) treatment of dental pain , minor 
procedures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $13.25 
Fill ings (sedatives). . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13.25 
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Fluoride Treatments 
Topical application of fluoride (includ ing prophylaxis)-
ch ild . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $19.25 
Topical application of fluoride (including prophylaxis)-
adult . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 21.25 
Topical application of sodium fluoride, 4 treatments 
(excluding prophylaxis) . . . . . . . . . . . . . . . . . . . . . . . 13.75 
Topical application of sodium fluoride, 4 treatments 
(including prophylaxis) . . . . . . . . . . . . . . . . . . . . . . . . 23.75 
Topical application of stannous fluoride, 1 treatment 
(excluding prophylaxis) . . . . . . . . . . . . . . . . . . . . . . . 8.00 
Topical application of stannous fluoride, 1 treatment 
(including prophylaxis) . . . . . . . . . . . . . . . . . . . . . . . . 19.25 
Topical application of acid fluoride phosphate, 1 treatment 
(excluding prophylaxis) . . . . . . . . . . . . . . . . . . . . . . . 8.00 
Topical application of acid fluoride phosphate, 1 treatment 
(including prophylaxis) . . . . . . . . . . . . . . . . . . . . . . . . 19.25 
Space-Management Therapy 
Fixed-unilateral type .. . . ........... . . . .. . . . . . . . 
Fixed-bilateral type ........... ... ..... .. .. ... . . 
Removable-unilateral type ................. . . .. . . 
Removable-bilateral type ...... . ................ . 


































SCHEDULE OF DENTAL ALLOWANCES-CONTINUED 
Amalgam Restorations (Including Polishing) 
Amalgam-one surface, deciduous ............... . 
Amalgam-two surfaces, deciduous ............... . 
Amalgam-three surfaces, deciduous ............. . 
Amalgam-four surfaces, deciduous .............. . 
Amalgam-one surface, permanent ............... . 
Amalgam-two surfaces, permanent ........... . .. . 
Amalgam-three surfaces, permanent ......... . ... . 
Amalgam-four surfaces or more, permanent ...... . 











Silicate cememt per restoration . . . . . . . . . . . . . . . . . . $9.00 
Acrylic or Plastic or Composite Restorations 
Acrylic or plastic or composite resin (any number of 
surfaces) .................................. . $12.75 
Acrylic or plastic or compo~ite resin-one surface . . . . 12.75 
Acrylic or plastic or composite resin-two surfaces.. . . 19.25 
Acrylic or plastic or composite resin-three surfaces . . 26.00 
Pin retention-exclusive of composite resin (per tooth). 6.75 
Acrylic or plastic or composite resin-involving incisal 
angle . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20.50 
Gold Inlay Restorations 
Inlay-gold, one surface, permanent ............... $12.75 
Inlay-gold, two surfaces, permanent. . . . . . . . . . . . . . . 19.25 
Inlay-gold, three surfaces, permanent . . . . . . . . . . . . . 26.00 
Gold Foil Restorations 
Gold Foil-one surface, permanent ............... . $12.75 
Gold Foil-two surfaces, permanent . . . . . . . . . . . . . . . . 19.25 
Gold Foil-three surfaces, permanent . . . . . . . . . . . . . . 26.00 
Porcelain Restoration 
Inlay-porcelain ................................ $12.75 
Extractions-Includes Local Anesthesia and Routine Post-
operative Care 
Single tooth . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $14.50 
Each additional tooth . . . . . . . . . . . . . . . . . . . . . . . . . . 13.25 
Surgical Extractions-Includes Local Anesthesia and Routine 
Postoperative Care 
Surgical removal of erupted tooth, requiring elevation of 
mucoperiosteal flap and removal of bone and/or section 
of tooth (Extraction of tooth, erupted) ............ $18.75 
Root recovery (surgical removal of residual root) . . . . 31.00 
Anesthesia 
General anesthesia in connection with covered 
extractions ........... . ..... .. .............. $24.25 
Hospital benefits are available in connection with any of these 





Subject to the exclusions, limitations, and definitions in this booklet, each subscriber is entitled to Supplemental Benefits for 
usual, customary and reasonable charges for medically necessary covered services and supplies in or out of a hospital prescribed 
or ordered by a physician and when billed for by a physician, hospital, or other provider whose services are covered by this Plan. 
Supplemental Benefits do not apply to the extent that benefits are provided under Basic Hospital Benefits. The Supplemental covered 
services and supplies listed on pages 23 through 27, are subject to the applicable deductibles, coinsurance, and lifetime maximums 
discussed below: 
Standard Option 
750/o of covered charges (100% for accidental injury care) 
$100 per admission deductible on inpatient mental illness care 
$250 calendar year deductible per person* 
$1,000,000 lifetime dollar maximum per person, including $50,000 per person for the treatment of mental illness, inpatient 
and outpatient combined 
CALENDAR YEAR DEDUCTIBLE-The amount of covered ex- PER ADMISSION DEDUCTIBLE-The amount you must pay for 
pense each subscriber must incur each calendar year before each separate mental illness admission before the Plan pays 
the Plan pays Supplemental Benefits. 75% of covered charges. 
*Under a family enrollment, only two family members must meet COINSURANCE-Your or your family's share of Supplemental 
their calendar year deductibles during the year. expenses (25%) after meeting the applicable deductibles. 
IF YOU HAVE MEDICARE PART A-You do not have to meet this Plan's per admission deductible and all of your hospital inpatient 
mental illness care expenses for up to 30 days are paid at 100% when Medicare is the primary carrier. 
IF YOU HAVE MEDICARE PART B-You do not have to meet this Plan's calendar year deductible and all of your expenses subject 
to coinsurance are paid up to 100% of the usual, customary and reasonable charges when Medicare is the primary carrier. 
STANDARD OPTION CATASTROPHIC PROTECTION BENEFIT -Supplemental Benefits are paid at 100% for covered expenses 
in a calendar year after all deductibles are met and your or your family's share (coinsurance) of covered Supplemental expenses 
incurred in that year reaches $2,500 including the per admission deductible as discussed on page 18. Expenses for the treatment 




























OUTPATIENT HOSPITAL CARE 
Subject to the exclusions, limitations, and definitions in this 
booklet, each subscriber is entitled to the following services 
when medically necessary and when furnished by a hospital and 
billed for as a regular hospital service or for surgery or renal 
dialysis when furnished and billed for by a freestanding am-
bulatory facility as described on page 32. 
HOSPITAL OUTPATIENT SURGICAL CARE 
• Covered Hospital Services in connection with covered out-
patient surgery and oral surgery 
• Related X-ray, laboratory and pathological services and 
machine diagnostic tests 
• Cast and suture removal 
• Treatment of burns 
• Hospital supplies for hemophilia home care 
OTHER HOSPITAL OUTPATIENT SERVICES 
• X-ray, laboratory and pathological services and machine 
diagnostic tests, not covered as related to outpatient surgery 
or outpatient accidental injury care 
• Renal dialysis • Rabies shots 
• Chemotherapy for cancer 
• Radiation therapy 
• Electroshock therapy 
OUTPATIENT ACCIDENTAL INJURY CARE 
Subject to the exclusions, limitations, and definitions, in this 
booklet, each subscriber is entitled to the following outpatient 
services when medically necessary. 
The Plan pays 100% (UCR) after the calendar year deductible 
for the following covered services and supplies in connection 
with and within 72 hours after accidental bodily injury. 
• Covered Hospital Services in member and nonmember 
hospitals including X-ray, laboratory and pathological services 
and machine diagnostic tests 
• Physician charges in the office or outpatient department of 
the hospital, including X-ray, laboratory and pathological ser-





COVERED SURGICAL SERVICES, consisting of the following either in or out of a hospital: 
Surgery-Operative or cutting procedures, including treatment 
of fractures and dislocations, surgical sterilization, and normal 
pre- and post-operative care by the operating physician. 
Surgical assistance by a physician if required by the complex-
ity of the surgical procedure. 
Diagnostic procedures such as endoscopies and biopsies. 
Maternity care-The care of pregnancy by a physician (including 
related conditions) and resulting childbirth or miscarriage. Serv-
ices of a licensed or certified nurse midwife are covered for pre-
and post-partum care and delivery. 
Benefits are available under self only enrollments and for family 
members under self and family contracts. 
Hospital bassinet or nursery charges for healthy newborns for 
days in which both the mother and newborn are confined in the 
hospital are expenses of the mother and not expenses of the 
child. When a newborn requires definitive treatment, or evalua-
tion for medical or surgical reasons, during or after the mother's 
confinement, the newborn is considered a patient in its own right. 
Expenses of the newborn, including circumcision, or incubation 
charges by reason of prematurity, are eligible for benefits only 
if the child is covered by a family enrollment. 
Treatment of burns. 
Surgical correction of congenital anomalies-See page 32. 
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Removal of casts or sutures-When unusual circumstances re-
quire removal by a physician other than the one who applied 
them, the Carrier may determine that a separate allowance is 
payable. 
Oral surgery-Limited to the following nondental surgical 
procedures: 
• Excision of tumors and cysts of the jaws, cheeks, lips, tongue, 
roof and floor of mouth when pathological examination is 
required 
• Surgery needed to correct accidental injuries to jaws, cheeks, 
lips, tongue, roof and floor of mouth when the injuries occurred 
while covered by a Federal Employees Health Benefits plan 
• Excision of exostoses of jaws and hard palate 
• External incision and drainage of cellulitis 
• Incision of accessory sinuses, salivary glands or ducts 
• Reduction of dislocations and excision of temporomandibular 
joints · 
• Removal of impacted teeth 
Dental and oral surgical procedures involving orthodontic care, 
the teeth, periodontal disease, or preparing the mouth for the 
fitting or the continued use of dentures are not covered under 









COVERED MEDICAL SERVICES 
INPATIENT MEDICAL SERVICES consisting of the following, 
when rendered during a hospital admission or part of a covered 
admission. 
lnhospital physician care, including intensive physician care 
and inhospital psychotherapy-By the attending physician for 
treatment of a condition other than that for which surgical or 
maternity care is required and for up to 30 days for the treat-
ment of mental illness. 
Consultations-Requested by the attending physician (routine 
radiological and staff consultations required by hospital rules and 
regulations are not covered). 
Concurrent physician care-For other than the attending physi-
cian for a condition not related to the primary diagnosis or if re-
quired by the medical complexity of the patient's condition. 
Services of a nurse anesthetist-Who is not employed by the 
hospital and who bills for services provided, are covered if no 
hospital-employed or physician anesthesiologist is available . 
Physical therapy-Provided by a physician other than the attend-
ing physician. 
OTHER MEDICAL SERVICES, consisting of the following are 
covered wherever they are performed: 
Anesthesia service when requsted by the attending physi-
cian and performed by a physician, other than the operating 
physician or the assistant, for Covered Surgical Services. 
X-ray, laboratory and pathological services and machine 
diagnostic tests including those laboratory and pathological ser-
vices provided and billed for by an independent laboratory that 
is licensed under State law or, where no licensing requirement 




Electroshock therapy and related anesthesia. 
Chemotherapy for cancer, but not by oral administration. 
Newborn care-The first routine examination of a newborn 




OTHER COVERED SERVICES AND SUPPLIES 
• Physicians' office and home visits 
• Physicians' consultations and second surgical opinions 
• Covered Hospital Services and Covered Room and Board, 
limited to the hospital's average semiprivate rate, not to ex-
ceed the average semiprivate rate charged by sin,ilar institu-
tions in the same area, beyond the 180 days per calendar year 
covered under Basic Hospital Inpatient Benefits and for up 
to 30 days for the treatment of mental illness. The calendar 
year deductible does not apply to hospital benefits for the in-
patient treatment of mental illness 
• Hospital outpatient medical visits 
• Medical visits in connection with medical emergencies in the 
outpatient department of the hospital or physician's office 
• Oxygen and equipment for its administration 
• Blood transfusions, including the cost of blood and blood 
plasma except when donated or replaced, and blood plasma 
expanders 
• Professional ambulance service to or from the nearest hospital 
which is equipped to handle the patient's condition; in con-
nection with covered inpatient care; during covered home 
health care; or, when related to, and within 72 hours after, ac-
cidental bodily injury or medical emergency 
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• Physical therapy rendered by a licensed professional physical 
therapist 
• Ostomy and catheter supplies and hypodermic syringes 
• Orthopedic braces (excluding shoes or related corrective 
devices) and prosthetic appliances including replacement, 
repair and adjustment, and one bra designed for use with an 
external breast prosthesis. See page 34 for definition of pros-
thetic appliances. 
• Rental by the subscriber or, at the Carrier's option, purchase, 
if it will be less expensive, of durable medical equipment (see 
page 32) including replacement, repair and adjustment of pur-
chased equipment 
• Allergy tests and injections 
• Drugs which by a Federal law of the United States require a 
physician's prescription; and insulin 
• Medical foods for inborn errors of amino acid metabolism 
• Services, supplies, or appliances for dental care or treatment 
required as a result of, and directly related to, accidental bodily 
injury occurring while the subscriber was covered by a Federal 













OTHER COVERED SERVICES AND SUPPLIES-Continued 
• Ohe set of eyeglasses or contact lenses (and replacements 
because of a change in prescription) required as a result of, 
and directly related to, intraocular surgery or ocular injury 
• Outpatient visits for the treatment of mental illness, up to 25 
visits per person per calendar year, for: 
Day-night hospital services 
Therapy (individual or group) not exceeding 2 hours per day, 
and collateral visits (see page 32) with members of the pa-
tient's immediate family, provided by a physician, clinical 
psychologist, psychiatric nurse, or psychiatric social worker 
Services rendered by a psychiatric nurse or psychiatric social 
worker are covered only if: 
A physician (M.D. or D.O.) requested the services and re-
ferred the patient, and the care rendered was under the 
supervision and direction of a physician (M.D. or D.O.) who 
saw the patient or had written or personal consultation with 
the psychiatric nurse or psychiatric social worker at least 
once every 90 days during the course of treatment, and the 
supervising physician (M.D. or D.O.) saw the patient at least 
once every twelve months during the course of treatment 
Mental illn~ss visits not covered for: 
Marital, family, or other counseling or training services 
Services rendered or billed for by a school or halfway house 
or a member of its staff 
Psychoanalysis or psychotherapy credited toward earning 
a degree or furtherance of education or training regardless 
of diagnosis or symptoms that may be present 
• Home nursing care for up to 2 hours per day by a registered 
nurse (R.N.) or licensed practical nurse (L.P.N.) when the care 
is ordered by the attending physician for up to 25 visits per 
person per calendar year 
Home nursing care is not covered when: 
Requested by, or for the convenience of, the patient or the 
patient's family 
It consists primarily of bathing, feeding, exercising, home-
making, moving the patient, giving medication, or acting as 
a companion or sitter 
The r1urse is an immediate relative or member of the house-
hold of the subscriber 
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High and Standard Options 
Exclusions 
Benefits are not provided for services and supplies: 
• Not medically necessary for maternity care or for the diagnosis 
or treatment of illness, injury, or bodi~y malfunction 
• For or related to care which is experimental or which is not 
provided in accordance with accepted professional medical 
standards in the United States 
• For routine examinations, periodic physical examinations, im-
munization shots, or removal of corns or calluses or the trimm-
ing of nails 
• Provided for treatment of obesity, weight reduction, or dietary 
control. This exclusion does not apply to ileo-jejunal or gastric 
shunt operations 
• Furnished or billed for by an extended care facility, nursing 
home, or other noncovered facility, but medically necessary 
prescription drugs (see pages 16 and 26) are covered 
• For inpatient alcoholism rehabilitation or drug abuse rehabilita-
tion (not including detoxification) 
• For cosmetic purposes such as facelifts, unless required to 
restore or correct a part of the body which has been altered 
as a result of accidental injury, disease, or surgery which oc-
curred while the subscriber was covered by a Federal 
Employees Health Benefits plan. This exclusion does not apply 
to the correction of congenital anomalies defined on page 32 
or breast reconstruction following mastectomy 
28 
• Furnished by a Veterans Administration facility unless the Car-
rier determines that emergency care at such a facility was 
imperative 
• Furnished without charge, or paid for directly or indirectly by 
a local, State, or Federal government agency (except 
Medicaid), or while in active military service; or required for 
illness or injury sustained on or after the effective date of enroll-
ment (1) as a result of an act of war within the United States, 
its territories, or possessions or (2) during combat 
• Required as a result of occupational disease or injury for which 
any benefits are payable under workers' compensation or 
similar laws, whether or not such benefits have been applied 
for or paid. If benefits provided under such laws are exhausted, 
benefits may be provided for services and supplies covered 
by this Plan 
• For which the subscriber has no legal obligation to pay, or for 
which no charge would be made if the subscriber had no 
health insurance coverage 
• Related to sex transformations or sexual dysfunctions or 
inadequacies 
• For care beyond the 30 days under the Standard Option for 
the inpatient treatment of mental illness 
• Related to abortions except when the life of the mother would 



















High and Standard Options 
Exclusions-Continued 
Benefits are not provided for charges for: 
• X-ray, laboratory and pathological services and machine 
diagnostic tests not related to a specific illness, injury, set of 
symptoms or maternity care 
• Speech, occupational, recreational, or educational therapy, 
and any related diagnostic testing except as provided by a 
hospital as part of a covered inpatient stay 
• Eyeglasses, contact lenses, routine eye examinations or vision 
testing examinations for the prescribing or fitting of eyeglasses 
or contact lenses, except as provided for on pages 17 and 27. 
• Eye exercises, visual training, or orthoptics 
• Hearing aids or examinations for the prescribing or fitting of 
hearing aids 
• Dental services and supplies except as provided for on pages 
6, 17, 19, 20, 21 and 26 
• Biofeedback and other forms of self-care or self-help training 
and any related diagnostic testing 
• Inpatient private duty nursing 
• Reversal of surgical sterilization 
• Artificial insemination or in-vitro fertilization 
• Air conditioners, humidifiers, dehumidifiers, and purifiers 
• Personal comfort items such as beauty and barber services, 
radio, television, or telephone 
• Exercise equipment 
• Services and supplies not specifically listed as covered 
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High and Standard Options 
Exclusions-Continued 
Benefits are not provided for hospital room and board and in hospital physician care for the following types of hospital admis-
sions or portions of admissions: 
• Not medically necessary-Le. , when in the judgment of the 
Carrier the medical services did not require the acute hospital 
inpatient (overnight) setting, but could have been provided in 
a physician's office, the outpatient department of a hospital, 
or some other setting without adversely affecting the patient's 
condition or the quality of medical care rendered. Some 
examples are: 
Admissions for or consisting primarily of observation and/or 
evaluation that could have been provided safely and ade-
quately in some other setting, e.g., physician's office. 
Admissions primarily for diagnostic studies (X-ray, 
laboratory and pathological services and machine 
diagnostic tests) which could have been provided safely 
and adequately in some other setting, e.g. outpatient 
department of a hospital or physician's office. 
If a hospital admission is determined to be not medically 
necessary, the Plan will pay benefits for services or supplies 
other than hospital room and board and inhospital physician 
care at the level at which they would have been covered if pro-
vided in some other setting. 
• Custodial care-See page 32 
• Convalescent care or rest cures 
• Domiciliary care-provided because care in the home is not 
available or is unsuitable. 
THE CARRIER RESERVES THE RIGHT TO DETERMINE WHETHER IN ITS JUDGMENT A SERVICE OR SUPPLY IS MEDIC-
ALLY NECESSARY. THE FACT THAT A PHYSICIAN HAS PRESCRIBED, ORDERED, RECOMMENDED, OR APPROVED A 






















High and Standard Options 
Limitations 
DOUBLE COVERAGE 
Double coverage is intended to provide for the total payment of 
benefits, but not more than the charge for the service, when a 
subscriber is entitled to benefits from more than one Carrier. It 
applies when a subscriber to this Plan also has, or is entitled 
to benefits as a result of, any other kind of group health coverage, 
Medicare, or no fault automobile insurance. Information about 
other group health coverage must be disclosed to the Carrier. 
When double or multiple coverage exists, one plan normally pays 
its benefits in full and the other plan(s) pays a reduced benefit. 
This Plan will pay the lesser of (1) its benefits in full or (2) an 
amount which, when added to the benefits payable by the other 
plan(s), for the same covered services equals 100 percent of the 
usual, customary and reasonable charge for the service, but 
never more than would be payable in the absence of double 
coverage. 
This provision applies whether or not a claim is filed under 
Medicare or the other plan(s). If needed, authorization must be 
given this Plan to obtain information as to benefits or services 
available from Medicare or the other plan(s), or to recover over-
payments from other plans. · 
CONFINEMENT ON EFFECTIVE DATE 
If you change plans or options in this Plan and if you are in a 
hospital on the effective date of a change in your enrollment, 
your new benefits under this Plan do not begin until the earlier 
of your discharge from the hospital, or the 92nd day after your 
effective date. 
If you had no health insurance coverage under the Federal 
Employees Health Benefits Program and are in a hospital when 
your enrollment in this Plan becomes effective, your coverage 
begins on the effective date of your enrollment. 
EFFECTIVE DATE 
The benefits described in this booklet are effective January 1, 
1984 for continuing enrollments or the first day of the first full 
pay period of the new year for subscribers who change Plans 
or options. 
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High and Standard Options 
Definitions 
For purposes of this Plan-
Anesthesia service means the administration by injection or 
inhalation of a drug or other anesthetic agent (including acupunc-
ture) to obtain muscular relaxation, loss of sensation, or loss of 
consciousness. 
Attending physician means the physician who has responsibility 
for the care and treatment of the subscriber. A consulting physi-
cian who is an employee of the hospital in which the subscriber 
is an inpatient is not the attending physician. 
Clinical psychologist means a psychologist who (1) is licensed 
or certified in the state where the services are performed, (2) 
has a doctoral degree in psychology or meets the requirements 
of the Carrier, and (3) has at least two years of clinical experience 
in a recognized health setting. 
Collateral visit means a session to confirm the patient's 
diagnosis and establish a treatment plan, and during the course 
of treatment, to evaluate the patient's response to treatment. 
Congenital anomaly means a condition existing at or from birth 
which is a significant deviation from the common form. Con-
genital anomalies include protruding ear deformities; harelips, 
birthmarks, webbed fingers or toes, and other conditions that 
the Carrier may determine to be congenital anomalies. Anomalies 
relating to teeth or structures supporting the teeth are not con-
sidered congenital anomalies for purposes of this Plan. 
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Custodial care means the provision of room an_d board (with or 
without routine nursing care, training in personal hygiene and 
other forms of self care) and supervisory care by a doctor for 
a person who is mentally or physically disabled and is not under 
specific medical, surgical, or psychiatric treatment which is likely 
to reduce the disability or enable the patient to live outside an 
institution providing medical care. 
Durable medical equipment means equipment designed for 
repeated use which is medically necessary to treat an illness 
or injury, to improve the functioning of a malformed body member, 
or to prevent further deterioration of the patient's medical condi-
tion. Durable medical equipment includes items such as 
respirators and oxygen tents. Also covered are such items as 
wheelchairs, hospital beds, crutches and other items determined 
by the Carrier to be durable medical equipment. 
Freestanding ambulatory facility means a facility which meets 
the criteria established by the Carrier (some have been approv-
ed by the local Plan) and has permanent facilities and equip-
ment for the primary purpose of performing surgical and or renal 
dialysis procedures on an outpatient basis; provides treatment 
by or under the supervision of physicians and nursing services 
whenever the patient is in the facility; does not provide inpatient 
accommodations; and is not, other than incidentally, a facility 
used as an office or clinic for the private practice of a physician, 
or other professional. 
High and Standard Options 
Definitions-Continued 
Group health coverage means health care coverage other than 
individual that a subscriber is eligible for by virtue of member-
ship in a group, including those policies which provide payment 
for hospital, medical or other health care services or supplies. 
If a plan pays a specified amount by reason of a person's 
hospitalization, such payment is considered to be for hospital 
services. 
Hospital admission means the period from entry into a hospital 
as an inpatient until discharge. In counting days of hospital care, 
the date of entry and the date of discharge are counted as one 
day. 
Medically necessary means those services or supplies provided 
by a hospital, physician, or other provider of health care services 
to diagnose or treat an illness or injury and which: 
• Are consistent with the subscribers condition, diagnosis, ail-
ment, or injury; 
• Are consistent with standards of good medical practice; 
• Are not primarily for the convenience of the subscriber, his 
physician, or other provider; and; 
• In the case of inpatient care, cannot be provided safely on an 
outpatient basis. 
Member hospital means a hospital with which a Blue Cross Plan 
has, at the time a subscriber is admitted an agreement to render 
hospital service to subscribers. Other hospitals regularly treated 
as member hospitals by a local Blue Cross Plan, and hospitals 
in Hawaii, and portions of West Virginia which are regularly 
treated as member hospitals by a local Blue Shield Plan offer-
ing hospital benefits there, are member hospitals for purposes 
of this Plan. 
Mental illness means only conditions listed in the International 
Classification of Diseases as psychoses, neuroses, personality 
disorders, and other nonpsychotic mental disorders. 
Nonmember hospital means a hospital or distinct part of an in-
stitution, other than a member hospital, which for compensa-
tion from its patients and on an inpatient basis is engaged 
primarily in providing diagnostic and therapeutic facilities for 
surgical, and medical diagnoses, treatment and care of injured 
and sick persons by or under the supervision of a staff of licensed 
doctors of medicine (M.D.) or licensed doctors of osteopathy 
(D.O.), which continuously provides 24-hour-a-day professional 
registered nursing (A.N.) services, and which is not, other than 
incidentally, an extended care facility; a nursing home; a place 
for rest; an institution for exceptional children, the aged, drug 
addicts, or alcoholics; or a custodial or domiciliary institution 
which has as its primary purpose the furnishing of food, shelter, 
training, or nonmedical personal services. 
College infirmaries and Veterans Administration Hospitals are 
considered as nonmember hospitals. In addition, the Carrier may, 
in its discretion, recognize any institution located outside the 50 
states and the District of Columbia as a nonmember hospital. 
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High and Standard Options 
Definitions-Continued 
Nurse midwife means a person who is certified by the American 
College of Nurse Midwives or is licensed or certified as a nurse 
midwife in the states requiring such licensure or certification. 
Physician means a licensed doctor of medicine (M.0.) or doc-
tor of osteopathy (0.0.). For services covered by this Plan, doc-
tors of dental surgery (0.0.S.), doctors of medical dentistry 
(0.M.0.), doctors of podiatric medicine (0.P.M.), and doctors of 
optometry (0.0.), when acting within the scope of their licenses, 
are also considered physicians. No practitioners other than those 
specified above are physicians for purposes of this Plan. 
Prosthetic appliance means a device which is surgically in-
serted or physically attached to the body to restore a bodily func-
tion or replace a physical portion of the body. Prosthetic ap-
pliances include such items as artificial legs and pacemakers. 
Psychiatric social worker means a social worker who (1) has 
a masters or doctoral degree in social work, (2) has at least two 
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years of clinical social work practice, and (3) in states requiring 
licensure, certification, or registration is licensed, certified, or 
registered as a social worker where the services were rendered. 
Subscriber means the Federal employee or annuitant enrolled 
in this Plan, and each covered family member. 
Usual, customary and reasonable, when used in conjunction 
with "charge" or "fee," means a charge is: 
• "Usual" if it is the fee most frequently charged by a provider 
for the particular service or supply; 
• "Customary" if it is within the range of fees usually charged 
for the particular service or supply by providers of similar train-
ing and experience in the same locality; 
• "Reasonable" when it is "usual" and "customary" or, in the 
opinion of the Carrier, is justified because of unusual cir-





High and Standard Options 
General Information 
You should have a copy of the booklet "FEHB Enrollment Infor-
mation and Plan Comparison Chart" (BRI 41-331) which con-
tains information formerly given in the pamphlet "The Federal 
Employees Health Benefits Program" (Standard Form 2809-A). 
SF 2809-A is being discontinued. The FEHB Enrollment Infor-
mation and Plan Comparison Chart gives important information 
about when you may change your enrollment; who "family 
members" are; what happens when you tranfer, go on leave 
without pay, enter military service, or retire; when your enroll-
ment terminates; your conversion rights; etc. In addition, it con-
tains information about open season. 
It is your responsibility to be informed about these matters. 
If you do not have this booklet, ask your employing office for one. 
These are some of the things you should keep in mind; however, 
this list is not complete. For additional information see 
BRI 41-331. 
• Your family consists of your spouse and your unmarried chil-
dren under 22, including legally adopted children. Unmarried 
stepchildren, foster children, and illegitimate children under 
22 are also included under certain circumstances. A disabled 
child 22 or over may also be eligible for coverage. 
• In most cases, your enrollment will continue for any eligible 
family members after you retire. 
• When a family member is no longer eligible for this plan (e.g., 
a child reaches 22), that subscriber is entitled to a conver-
sion contract offered by the carrier of this plan. The benefits 
and coverage under the conversion contract may be different 
than they are under this plan. You will not be informed by 
your employing office or your plan when a family member 
loses eligibility. Written application for a conversion contract 
must be made to the carrier within 31 days after eligibility under 
this plan ends. 
The Office of Personnel Management and the General Account-
ing Office, when conducting audits as required by the Federal 
Employees Health Benefits Law, have access to claim files of 
Federal subscribers. 
Confidentiality-Medical and other information provided to the 
Plan in support of a claim for benefits or services is kept con-
fidential and will be used by the Plan only for administration of 
the Plan, bona fide medical research or educational purposes 
or coordination of benefit provisions with other plans. 
Medically Underserved Areas-Under Public Law 96-179, a ser-
vice covered by this Plan is eligible for benefits consideration 
when provided by any medical practitioner licensed by the state 
to render the service and the service is provided in a state 
designated as a medically underserved area. These states are: 
Alabama, Alaska, Arkansas, Georgia, Kentucky, Mississippi, 
Missouri, North Carolina, North Dakota, Oklahoma, South 
Dakota, West Virginia and Wyoming for calendar year 1983. 
Contact your local plan to inquire about Medically Underserved 
Areas for 1984. 
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High and Standard Options 
How to Obtain Benefits 
Always show the hospital and physician your identification cards 
for this and any other group health coverage you may have. All 
claims must be submitted under the appropriate portion of 
the Plan no later than December 31 of the calendar year after 
the one in which the covered care or service was provided. 
The Carrier is entitled to obtain medical and other information, 
including an impartial medical examination, it considers 
necessary to determine whether benefits are payable under this 
Plan. 
If the Carrier returns a claim or part of a claim for additional infor-
mation, it must be resubmitted within 90 days, or before the timely 
filing period expires, whichever is later. For long or continuing 
hospital stays or other long-term care, claims must be submitted 
at least every 30 days. Claims for Basic Benefits must be sub-
mitted to the Blue Cross or Blue Shield Plan in the area in which 
the service was rendered. 
To file claims for services performed by other health care practi-
tioners in medically underserved areas, follow the same proce-
dures as for other claims. 
DENTAL BENEFITS 
If the dentist does not customarily bill the local Plan, obtain a 
dental form from the local Plan. You and the dentist must com-
plete the form and send it to the local Plan. Payment is usually 
made to you. 
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BASIC HOSPITAL BENEFITS 
Member hospitals in the U.S. and Puerto Rico-Present your 
identification card when admitted or when you receive care. The 
hospital has necessary forms and will submit them to the local 
Blue Cross Plan. Basic Benefits are paid to the hospital which 
will bill you for any charges not covered by Basic Benefits. 
Nonmember hospitals in the U.S. and Puerto Rico-You can 
get nonmember claim forms from the local Blue Cross Plan, have 
the hospital complete its portion of the form. Complete your por-
tion and send it, with itemized bills attached, to the local Blue 
Cross Plan. Payment is usually made to you. 
BASIC SURGICAL-MEDICAL BENEFITS 
Participating physicians in U.S.-Always ask if the physician 
is a participating Blue Shield physician for purposes of this Plan. 
Present your identification card and sign the necessary forms. 
Basic Benefits are usually paid to the physician who will bill you 
for any services or charges not covered by Basic Benefits. 
Nonparticipating physicians in U.S.-lf the physician does not 
customarily bill the Blue Shield Plan, obtain a nonparticipating 
claim form from the physician or local Blue Shield Plan. You and 
the physician must complete the form and send it, with itemized 
bills attached, to the local Blue Shield Plan. Payment is usually 
made to you. 
High and Standard Options 
How to Obtain Benefits-Continued 
SUPPLEMENTAL BENEFITS 
Itemized bills are necessary-Submit itemized bills from pro-
viders of services for all covered expenses. Canceled checks, 
cash register receipts, or personally prepared bills are not accept-
able in lieu of itemized bills from providers of services. Itemized 
bills are not returned to the subscriber. 
Itemized bills must show: 
• Name and address of the provider of the service or supply 
• Full name of the patient 
• Date and type of service 
• Charge for each service 
• Name of the drug and the prescription number 
Filing a claim-Use a separate Supplemental claim form for each 
family member. When covered expenses exceed the deductible, 
complete a Supplemental claim form, attach the itemized bills, 
and send to your local Blue Cross or Blue Shield Plan. 
Claim forms-Supplemental Claim Forms and other forms can 
be obtained from the local Blue Cross or Blue Shield Plan. 
Payment of benefits-Supplemental Benefits payments are 
usually sent to you. 
Mental illness-Each claim for services of a physician, clinical 
psychologist, psychiatric social worker, or psychiatric nurse must 
show the type and length of each therapy session. For services 
of a psychiatric social worker or psychiatric nurse each claim 
must be accompanied by a certification form, available from the 
local Plan, completed by the attending physician (M.D. or D.O.) 
showing that services were performed at the direction and under 
the supervision of the attending physician (M.D. or D.O.). 
Home nursing-Bills must show that the nurse is a registered 
nurse (R.N.) or a licensed practical nurse (L.P.N .). Claims must 
be accompanied by a statement from the attending physician 
of why the nursing was medically necessary. The Carrier may 
also require completion of special forms by the doctor and/or 
nurse showing the specific services rendered. 
CHARGES OF HOSPITALS AND PHYSICIANS OUTSIDE THE U.S. AND PUERTO RICO 
Send a completed Overseas Claim Form and the itemized bills to: Blue Cross and Blue Shield Federal Employee Program, 550 12th 
St., S.W., Washington, D.C. 20024, Attention: FEP Supplemental Claims Department. Overseas Claim Forms can be obtained from 
the same address. 
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High and Standard Options 
How to Obtain Benefits-Continued 
MEDICARE 
Always tell your doctor and/or hospital, and show on your Supple-
mental claim form, whether you are enrolled in part A or B of 
Medicare. 
Send your claim for services covered by Medicare to 
Medicare first. If you need to file for FEP benefits yourself, after 
Medicare settles your claim, send claims to the local Blue Cross 
or Blue Shield Plan with copies of the related "Explanation of 
Medicare Benefits" forms. Claims should show both your Ser-
vice Benefit Plan identification number (8 digits preceded by 




The Carrier will send you identification cards. You can get 
replacements by writing to: Blue Cross and Blue Shield Federal 
Employee Program, 550 12th Street, SW., Washington, D.C. 
20024, Attention: FEP Source Records Department. Give your 
full name, address, date ~f birth, agency where employed, 
whether enrollment is for self only or self and family, whether 
High or Standard Option, and identification ("R") number. 
Blue Cross and Blue Shield Offices 
Offices printed in italics process claims and maintain records, but you can get information and assistance from any office. Consult the local 
telephone directory for street addresses. 
Alabama, Birmingham, Florence, Huntsville, 
Mobile, Montgomery, Tuscaloosa 
Alaska, Anchorage, Seattle (Wash.) 
Arizona, Flagstaff, Phoenix, Tucson 
Arkansas, Little Rock, El Dorado, Fayetteville, 
Fort Smith, Hot Springs, Jonesboro, Pine 
Bluff 
California, Anaheim, Bakersfield, Burbank, 
Downey, Escondido, Fresno, Long Beach, 
Los Angeles, Oakland, Oxnard, Palm 
Springs, Pasadena, Red Bluff, Riverside, 
Sacramento, San Bernardino, San Diego, 
San Francisco, San Jose, Santa Ana, Santa 
Barbara, Santa Monica, Torrence, Upland, 
West Covina, Woodland Hills 
Colorado, Alamosa, Boulder, Colorado Springs, 
Denver, Durango, Grand Junction, Greeley, 
Pueblo, Sterling 
Connecticut, Bridgeport, Hartford, New Haven, 
North Haven, Norwich, Waterbury 
Delaware, Dover, Milford, Wilmington 
District of Columbia, Washington, McLean, 
Va.; Camp Springs, Silver Spring, Md. 
Florida, Coral Gables, Fort Lauderdale, Fort 
Myers, Fort Pierce, Gainesville, Jacksonville, 
Lakeland, Ocala, Orlando, Panama City, 
Pensacola, Sarasota, St. Petersburg, Talla-
hassee, Tampa, West Palm Beach 
Georgia, Albany, Athens, Atlanta, Augusta, 
Brunswick, Columbus, Dalton, Dublin , 
Gainesville, Macon, Savannah, Waycross, 
Valdosta 
Hawaii, Hilo, Honolulu, Lihue, Wailuku 
Idaho, Boise, Coeur d'Alene, Idaho Falls, Lewis-
ton, Pocatello, Twin Falls 
llllnols, Alton, Chicago, East St. Louis, Marion, 
Oakbrook, Oak Lawn, Old Orchard, Peoria, 
Rockford, Springfield 
Indiana, Anderson , Evansville, Fort Wayne, In-
dianapolis, Kokomo, Merrillville, New Albany, 
South Bend 
Iowa, Ames, Burlington, Cedar Rapids, Clinton, 
Davenport, Des Moines, Dubuque, Iowa City, 
Marshalltown , Mason City, Newton , 
Ottumwa, Sioux City, Red Oak, Waterloo 
Kansas, Chanute, Coffeyville, Colby, Concordia, 
Dodge City, Garden City, Great Bend, Hays, 
Hutchinson, Lawrence, Leavenworth, Man-
hattan, Pittsburgh, Salina, Topeka, Wichita, 
Winfield 
Kentucky, Ashland, Bowling Green, Covington, 
Frankfort, Hazard, Lexington, Louisville, 
Owensboro, Paducah, Pikeville, Pineville, 
Somerset 
Louisiana, Alexandria, Baton Rouge, Houma, 
LaFayette, Lake Charles, Monroe, New 
Orleans, Shreveport 
Maine, Augusta, Bangor, Lewiston, Portland, 
Presque Isle 
Maryland, Annapolis, Baltimore, Camp Springs, 
Cumberland, Easton, Frederick, Hagers-
town, Salisbury, Silver Spring, Towson 
Massachusetts, Boston, Brockton, Fitchburg, 
Framingham, Lawrence, New Bedford, Pea-
body, Pittsfield, Springfield , Worcester 
Michigan, Alpena, Ann Arbor, Detroit, Flint, 
Grand Rapids, Jackson, Kalamazoo, Lan-
sing, Marquette, Mount Pleasant, Muske-
gon, Port Huron, Saginaw, Traverse City, 
Utica 
Minnesota, Duluth, Mankato, St. Cloud, St. Paul 
Mississippi , Columbus, Greenville, Hatties-
burg, Jackson 
Missouri, Cape Girardeau, Jefferson City, 
Kansas City, St. Louis, Springfield 
Montana, Anaconda, Butte, Billings, Bozeman, 
Columbia Falls, Glasgow, Glendive, Great 
Falls, Helena, Kalispell , Libby, Missoula, 
Townsend 
Nebraska, Lincoln, Omaha 
Nevada, Las Vegas, Reno 
New Hampshire, Bedford, Concord, Keene, 
Portsmouth 
New Jersey, Cherry Hill, Florham Park, Newark, 
Paramus, Princeton 
New Mexico, Alamogordo, Albuquerque, Carls-
bad, Clovis, Farmington, Gallup, Hobbs, Las 
Cruces, Raton, Roswell , Santa Fe, Silver 
City 
New 'lbrk, Albany, Binghamton, Buffalo, East-
chester, Elmira, Jamestown, New York City, 
Rochester, Syracuse, Utica, Watertown 
North Carolina, Asheville, Chapel Hill , 
~~!~10~~air;:,acir;~~~~~~~.cia~::i:i~:: 
Hickory, Lumberton, Raleigh, Salisbury, 
Wilmington, Wilson, Winston-Salem 
North Dakota, Bismarck, Devils Lake, Dickin-
son, Fargo, Grand Forks, Jamestown, Minot, 
Williston 
Ohio, Akron, Athens, Bowling Green, Bryan, 
Canton.Chillicothe, Cincinnati, Cleveland, 
Columbus, Defiance, Elyria, Fremont, Hamil-
ton, Lima, Mansfield, Marietta, Marion, 
Newark, Painesville, Ptlrtsmouth, Sandusky, 
Steubenville, Toledo, Tiffin , Worthington, 
Youngstown 
Oklahoma, Ada, Enid, Lawton, Muskogee, 
Oklahoma City, Tulsa 
Oregon, Coos Bay/North Bend, Eugene, Med-
ford, Pendleton, Portland, Roseburg, Salem 
Pennsylvania, Allentown, Altoona, Bethlehem, 
Butler, Camp Hill, Erie, Harrisburg, Johns-
town, Lancaster, Langhorne, Newtown 
Square, Norristown, Philadelphia, Pitts-
burgh, Pottsville, Reading , Scranton, Sun-
bury, Wilkes-Barre, Williamsport, York 
Puerto Rico, San Juan, Hato Rey 
Rhode Island, Providence 
South Carolina , Charleston , Columbia, 
Florence, Greenville 
South Dakota, Rapid City, Sioux Falls 
Tennessee, Chattanooga, Jackson, Kingsport, 
Knoxville, Nashville, Memphis 
Texas, Abilene, Amarillo, Austin, Beaumont, 
Corpus Christi , Dallas, El Paso, Fort Worth , 
Harlingen, Houston, Longview, Lubbock, 
Lufkin, Midland, San Angelo, San Antonio, 
Tyler, Waco, Wichita Falls 
Utah, Ogden, Provo, Salt Lake City 
Vermont, Berlin , Burlington, Concord (N.H.), 
Montpelier, Rutland 
Virginia, Abingdon, Charlottesville, Danville, 
Lexington, Lynchburg, Manassas, Martins-
ville, McLean, Newport News, Norfolk, 
Petersburg, Radford, Richmond, Roanoke, 
Staunton, Winchester 
Washington, Aberdeen, Bellingham, 
Ellensburg, Everett, Longview, Mt. Vernon, 
Port Angeles, Seattle, Spokane, Tacoma, 
Vancouver, Walla Walla, ~natchee, Yakima 
West Virginia, Bluefield , Charleston, Clarks-
burg, Elkins, Huntington, Martinsburg, 
Morgantown, Parkersburg, Wheeling 
Wisconsin, Appleton , Eau Claire, Green Bay, 
La Crosse, Madison, Milwaukee, Racine, 
Wausau 




To enroll or change enrollment in this Plan, be sure to copy both the correct 
name of the Plan and the enrollment code number that shows the type 
of enrollment you want onto the registration form. 
TYPE OF ENROLLMENT 
ENROLLMENT CODE NUMBER COST OF ENROLLMENT 
SELF ONLY 1 0 1 Form BR1 41-212, Biweekly Health HIGH OPTION Benet its Rates, shows the biweekly 
amounts that will be withheld from your 
SELF AND 
2 pay and that the Government will con-FAMILY 1 0 tribute for enrollment in this or any HIGH OPTION other approved plan . 
SELF ONLY Form BAI 41-213, Monthly Health 
STANDARD 1 0 4 Benefits Rates, shows the withholdings OPTION and monthly contributions. 
SELF AND 
FAMILY 1 0 5 STANDARD 
OPTION 
PREMIUM COSTS 
This Plan is experience-rated ; premiums are determined by 
the Plan's actual claims experience. Claims experience is a 
direct reflection of the cost of medical care, the number of 
people who use that care, and how much of it they use. In other 
words, the more care you use and the more expensive it is, 
the higher your premiums must be to cover benefits. 
Most of us have no control over the cost of medical care, but 
we can often influence the type of care we get and how much 
of it we use. If your doctor suggests a certain course of treat-
ment, ask if there's a less expensive treatment that's just as 
effective. Many hospital and physician services, such as minor 
surgery, for which patients are routinely hospitalized, can be 
performed safely, effectively, and less expensively in a doc-
tor's office or in a hospital's outpatient department. Remember, 
it 's not the insurance carrier's money that's going to pay the 
bills. It's yours. 
This booklet has been produced by the Blue Cross and Blue Shield Association as an accurate statement of 1984 benefits. 
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